The National Health Service was inaugurated in 1948 and reorganized, some would say disorganized, in 1974. It has been generally regarded as a success with more than moderate achievements to its credit and has managed to provide fairly comprehensive and generally available care of high and often excellent standard, particularly outside the confines of the major centres and teaching hospitals. In the last decade criticisms of the health service have mounted, largely as a result of reduced funding, rather more active political intervention, adverse comparisons with health systems abroad and, undoubtedly, reorganization itself. This disquiet culminated in the announcement of a Royal Commission in 1975 and everyone now awaits the resolution of health services problems with perhaps more hope than anticipation. The problems are far from simple.
The reorganization in 1974 was the biggest upheaval in health care since the NHS was inaugurated. The London and provincial undergraduate teaching hospitals and their associated schools generally regard it as a disaster. The reasons are not too difficult to see, for the changes inflicted on them have been greater than on any other institutions. Whether this response is a transient reaction to adverse circumstances or represents something more profound remains to be seen. Certainly some of the extremes of the early planning dicta have been modified, but the problems are not resolved and cannot be ignored in any contemporary discussion on the London teaching hospitals in particular and teaching hospitals in general.
The central theme of reorganization, which followed on reorganization of local government and newly designated borough boundaries, was district health care, embracing primary health care, secondary, acute and institutional care, and the social services. In practice, the managerial arrangements for integration are not satisfactory but it could be argued that it is too early yet to assess the outcome. The principle has certain theoretical attractions, but the anxiety remains that the practical arrangements will devolve too much to local government influence and represents a regression to the unsatisfactory pre-1948 conditions. The success of the 1948 Act was due to the national organization which it implemented.
The London teaching hospitals hardly evolved with reorganization in mind. All are sited in a relatively small area of inner London for good historical reasons, and the centripetal transport system has sustained their viability. Now there is a declining central residential population, exacerbated by deliberate Government policy at last being reversed, and by the various complex factors which contribute to urban depopulation and deprivation. For the large teaching hospitals, the district concept, with all the consequences of restricted district populations on which funding and manpower are based, spells out decline and death. A large teaching hospital, and they need to be large to be effective, is bigger thail most districts need. Of course, all this was foreseen or at least foreshadowed in discussions leading up to reorganization, and various special arrangements such as the siting of regional and subregional specialties, bed increments and special funding for teaching, for example, were to be made. But it is a fact of life that central Department and Regional planners have all proposed and continue to propose substantial cuts in funding, bed usage and staffing to accommodate to district 'norms' in the name of equalization and redistribution. The uneasy conflict between incompatibles continues.
Following the Reorganization of the National Health Services Act (1972), recommendations on management systems were made by a Steering Committee under the chairmanship of Sir Philip Rogers and published as Management Arrangements for the Reorganized National Health Service (1972) . This document, the Grey book (from its appropriately grey cover), became the blueprint of the management arrangements for reorganization. It unfortunately generated large numbers of new committees and consultative processes which blurred management. Reorganization has been plagued by poorly defined 'soft' objectives which have not been thought through, and the day-to-day preoccupation with immediate problems ensures that it will be some time before they are.
In the reorganization, the undergraduate teaching hospitals lost their separate funding, the relative independence provided by their Boards of Governors, and their direct access to the Department. Frontline management became District-based through the District Management Team (DMT) (the Chairman of the Medical Executive Committee, or consultant staff representative, a general practitioner representative, the District Physician in Community Medicine and the District Nursing, Administrative and Finance Officers), which reported to an Area Health Authority, including one or more Districts within its ambit, and which in turn reported to the Regional Health Authority and then to the Department. The six man structure of the DMT was more or less duplicated at Area and Region by similar teams of officers but there is no formal line management from above downwards. Functional management, which was part of the theme, triplicates many other categories of management such as works, supplies and personnel, and there can be as many as twenty-four District officers all with separate functional responsibilities.
A supposedly central feature of this arrangement was to be devolution from the Department down to Region, Area and District. In fact devolution has been haphazard and entirely unsatisfactory. The Department still retains responsibility for minutiae, for example the upgrading of individual technicians, yet it devolves other matters (the implementation of the Resource Allocation Working Party report (RAWP), which is discussed later), to Regions where it is quite clear that the limited funding will have profound consequences for health care and teaching far beyond original intentions.
There are certain conveniences for the Department in the notion of devolution which can be used to absolve it from responsibility for the consequences of its actions. When the Department negotiated the bizarre, costly and career-distorting pay agreement in 1976 with junior hospital staff providing for extra duty allowances (UMTs), a delicate professional euphemism for overtime pay, the implementation was happily devolved through Regions and Areas to Districts (which also had to find the additional and considerable funding) without consulting any of them. Whatever the merit of this settlement, which fundamentally changed an aspect of professionalism inherent in open contracts, the resulting salary differentials, whereby senior registrars often earn substantially more than consultants, hardly endeared the latter to the system. This pay anomaly continues to rankle as does the apparent indifference of the Department to its consequences. It contributes to and is part of the general downgrading of consultant status which many would wish to see, an attitude which has considerable support at various levels within the Department. When all is said and done, however, and much has been said, it is the consultant who ultimately sets and has responsibility for the standard of medical care and the tone of the institution in which he works. Other factors apart, alienation of this key group in simple management terms is silly and bad practice. It is a sad reflection on the times that so many senior and not-so-senior staff can hardly wait to retire. The commitment to the Health Service and high standards has been eroded beyond measure.
In the run up to reorganization and continuing to the present time, there has been a veritable deluge of detailed instructions, 'consultative documents' (which unfortunately include policy commitments) and directives from the Department which have placed a considerable burden on a newly-enlarged bureaucracy trying to come to terms with itself and the new institutions it was meant to run. It is not surprising that decision-making has foundered. A new feature injected into the system is the participation of local politics in decision-making, particularly at the level of the Area Health Authority but also at Region. The newly formed Community Health Councils (CHCs), which were intended to reflect overall local community requirements and in that capacity would have been extremely valuable, all too often reflect the views of political and unbalanced local pressure groups instead. Decisions based on local and national political aspirations rather than demonstrable medical service and teaching needs, irk management, teachers and staff and are inefficient; but it is possible that after the first flush of power, these new bodies will settle down to their intended and more acceptable function. There is an unwelcome tendency for some CHCs to assume a management role. Power without responsibility is never satisfactory. It may be that medicine is too important to be left to the professionals, but equally it cannot be blown about on the vagaries of transient emotional tides. The 'Ethnic disease of the mouth' is not a basis for planning.
Reorganization has brought within its wake a changed status for the medical profession. The rise of union power, the creation of CHCs and local government involvement have brought everyone into the decision-making process. Everyone wants, and seems to have, a finger in the medical pie and professional opinion often has little weight. The primacy of patient and medical needs is frequently lost. The medical profession, most of whom have neither the inclination nor the background, will have to devote time to the learning and practice of politics if their views are to be effective.
Medical education in the NHS For the medical schools, reorganization has been as difficult as for the hospitals. While trying to cope with an increased student intake and real reductions in their own funding (University Grants Committee (UGC) 1978), they have also had to defend their teaching role against repeated assaults of Departmental planners who are insensitive to, if not unaware of, the reasons for their existence.
The DHSS alone controls the number of medical students in training, and under the National Health Service Act (1948) it is required by law to provide for the clinical education of medical students. No one has yet taken the Minister or a Regional Chairman to court for dereliction of duty, but it is an interesting possibility. This requirement has so far been a saving backstop against the more excessive zeal of central bureaucratic planning. The university and its schools have dissipated an inordinate amount of time defending themselves against misguided attacks on the very basis of their existence. One significant consequence of reorganization has been the substantial reduction of 'think' time for those in. administrative authority at all levels. Act first, think later, there is bound to be someone to pick up the pieces. For the schools, a defensive posture is uncomfortable if not improper and the university has not yet managed to produce concerted and well thought out responses to changing circumstances. One hopes that it might.
The medical schools represent the university component of medical education and are funded separately through the University Grants Committee of the Department of Education and Science. This dichotomy of funding in medical education is a continued source of friction, exacerbated in a climate of economic stringency. Whilst the schools provide the whole of the preclinical course and the academic component of the clinical course, as well as fulfilling a service role, about half or more ofclinical teaching in London is carried out by NHS personnel, both consultants and junior staff. The university input to the reorganized Health Service management is provided by the University Liaison Committees at Regional and Area level and the university has a representative on the RHA and one for each school on the AHA. At the District level, the Dean or a deputy, is an observer on the DMT, which replaces the old Board of Governors and is supposed to act by 'consensus management'. Fortunately, in practice, the observer status of the medical school representative (which reflects on Departmental thinking) is generally a technicality and he can contribute a great deal to local policy decisions. Teaching and long-term research always suffers in competition with service needs which are so much more imperative. University concern at the relative neglect of the teaching function has resulted in recent Ministerial directives to strengthen the position of the Liaison Committees and hopefully this may go some way to redressing the balance of input to the system.
The special features of London London has always had and still enjoys an enviable reputation both nationally and internationally in medicine. The London undergraduate medical schools and postgraduate institutes are household names here and abroad. The reasons for this pre-eminence are partly historical but undoubtedly relate to the sheer mass of medical talent in the metropolis which acts as a self-energizing magnet for patients, doctors and students. This is in no way to belittle the great provincial schools, many of which are bigger and as good as, if not better than, their individual London counterparts, but simply to recognize that the aggregation of schools, institutes, Royal Colleges and the like, provides, in its sum, something unique. It inevitably attracts envy and charges of elitism, that currently popular pejorative cliche which damns excellence, promotes mediocrity and substitutes for thought. There are as good and bigger institutions in other parts of the country; what is unique to London is their number and concentration. This is a national resource. To destroy it through the politics of envy and spurious equalization would be a tragedy, and yet that does seem to be the serious intent of its critics.
There is no doubt that London is in every way more expensive than elsewhere in the United Kingdom and this fact alone attracts continual criticisms (Report of the Comptroller and Auditor General 1978), but school for school, and student for student, London has proportionately substantially fewer academic units, fewer professors andjunior academic staff, and lower UGC funding (final RAWP report 1976). It is clear that the balance of funding for the teaching hospitals and schools ls different for London which has a proportionately greater NHS component than provincial equivalents, a factor to which insufficient attention has been paid in considering comparative costs.
The range of its hospital buildings is no better than, and as bad as, many found anywhere. Whilst London perhaps may have more than its share of affluence, its areas of deprivation are as bad as elsewhere in England. Its problems are those of other great conurbations compounded by scale to a degree which makes the application of general solutions unlikely. It needs its own solutions.
Reorganization is characterized by the drawing of lines, boundaries, demarcations, artifices which reflect policy. 'In a complex system, the location of a line is a compromise between conflicting interests, and the best location from one point of view may be disastrous from another. Given the primacy of local government boundaries and the policy of district care (and it is difficult to see fundamental re-reorganization at this level), rigid demarcation lines which do not conform to existing capital hospital resources can be muted by accepting crossboundary flows. In most London teaching hospitals, 40% or less of inpatients derive from formal District catchments, the rest coming from all over London, the Home Counties and even farther afield. This flow is essential to their viability.
Both the strength and the weakness of London is in the concentration of its capital resources. Dividing central London into four Regions which extend to the East and South coasts and to rural areas in the West is not conducive to rational development of resources: it divides the resources at the centre, where there is real scope for sensible rationalization, and it brings one of the biggest conurbations in the world into direct competition for medical resources with small towns and rural communities. The rationale for this division is the centripetal flow of transport, but the 'London problem', which is the centralization of existing resources, can only be resolved by viewing the inner city as a whole together with its hinterland. Whether the recently-formed London planning consortium, which is a small tight body and which has some university representation, will have an impact on this problem remains to be seen, but there is certainly a desperate need for an organization which can take a global metropolitan view, and this must include the proposed Special Health Authority into which the postgraduate specialist hospitals and institutes are likely to be pitched. Since the problem is largely that of the teaching institutions, one wonders whether a Teaching Hospitals Authority, which would take these out of the predominant service requirements of the NHS, might not provide a more tractable management arrangement, alien though this might be to current thinking. The functions of a teaching hospital There can be little argument that teaching hospitals should provide district care. This is a changed role under reorganization which has meant a shift in the internal balance of specialist care with particular emphasis on psychiatry and geriatrics. That they should also be centres of excellence would seem to be obvious from the need to recruit staff of high calibre with special interests in research and teaching and from the need to teach to the highest standards. Criticism of this ideal is natural enough when resources are limited, but the principle must stand.
Teaching hospitals must be large (commonly 600-800 beds in current practice) to support a wide range of specialties and special interests and supporting departments, which themselves must be fairly substantial if they are to teach and promote their own subjects. The role of research is critical in the teaching hospital: not only does it promote that spirit of inquiry and innovation without which medicine and its practitioners must stultify, but it sets the highest critical standards for peer groups, students and all the staff and, one might add, for patients too. Engagement in research is a powerful form of self audit. The emphasis on research, which is so often misunderstood and seen to be in conflict with service needs, is the key to high standards in the institution in which it takes place and generally throughout the country, where it sets the example. It is not and should not be restricted to teaching hospitals.
The contribution of London to the national research output is inevitably substantial. Unofficial estimates indicate over 3600 research papers and articles from the London undergraduate schools and teaching hospitals alone in 1977 and in the region of £12 million in outside research funding (excluding endowment funds) for staff, equipment and materials. Research funding spills over into service care and teaching, and vice versa, producing a most complex cost equation which benefits all sides, but which is probably best left unresolved by too close a scrutiny. Ingenuity in the use of resources is not the prerogative of tax evaders alone. The present arrangements are highly flexible and efficient: research staff frequently cover for NHS colleagues and carry out service functions without formality. The present penchant for detailed costing can only create bureaucratic demarcations which inevitably cost more.
The teaching function is itself of considerable benefit to the health service. Students are important and critical disseminators of new ideas and practice whever they go. Teaching is time-consuming and demanding, but the advantages to a teacher of having to keep up to date and continually reevaluate his practice are great. The medical schools play an important educational role through their students.
The postgraduate functions of a teaching hospital, being rather less obvious than its undergraduate functions, are often underrated. Besides training junior staff at all levels and encouraging them in, and providing for, research activities, the senior staff are inevitably, because of their background, in considerable demand to contribute lectures to postgraduate centres all over the country. The concentration of activities in London makes this particular demand heavy. Additionally, because of the central position of London, a large number of staff are involved in servicing research committees and the committees of learned societies and the Royal Collegesanother unmeasured cost. Teaching and the curriculum The London schools graduated 1146 students in 1977 -a third of British medical graduates. Whilst commonly regarded as conservative in their teaching practice, schools have moved away from traditional courses towards more integrated and problem-based teaching. Most of the schools have developed school-based, as distinct from London University-based, curricula in part or in whole with considerable innovative components, although none with quite the radical approach of, say, Southampton, which would be difficult to implement in an existing school.
As medical science develops at an increasingly rapid tempo, new disciplines start and old ones change; the sheer mass of technological knowledge which a student is expected to acquire is daunting. Traditional laissez-faire apprenticeship teaching, on which so much of British undergraduate and postgraduate training has been effectively based, is no longer entirely appropriate to the undergraduate course. Apprenticeship teaching is pleasant, personal and practical, but it is also heavily teacher-dependent and, in terms of a total educational programme, is grossly inefficient. This factor, together with reductions in total clinical teaching time and the recognition of the continuing educational role of the preregistration and junior staff posts, has resulted in changing teaching patterns. Advice on medical teaching is not characterized by its paucity nor, unfortunately, always by its sagacity. Those who are no longer subject to education or directly involved in it, need to be reminded that their own educational culture of a decade or two ago no longer holds, even though some bits appear to remain. Curriculum committees have great difficulties in finding their way through the clamour of demand for less of this and more of thatall equally essential of course. The goal of the undergraduate course must remain that of producing a generally educated doctor equipped to enter postgraduate studies in any of the available specialties including general practice. Clearly this education must be in tune with the times, but we should not expect to train for general practice nor consultant in any particular specialty. The trend now is to have a much more structured first two clinical years, with defined goals and objectives which are continually assessed, and during which the student is expected to acquire minimum standards of clinical practice, the examination of patients, note taking, use of investigations and patient management, and a core of theoretical knowledge which is at least comprehensive if not profound. This period is teaching hospital based, and is complemented by four to six months apprenticeship teaching, usually outside the teaching hospital.
The notion that students can be bussed in large numbers to district hospitals is neither practical nor educationally acceptable. Current practice is rather different from the old-type education, more rigorous and demanding on both students and teachers, and more demanding on teaching-hospital resources. The final period, and elective periods, are ideally suited to district hospital teaching where a consultant would have only one or two students at a time who are more mature and could contribute to patient care, whilst demanding relatively few resources.
Resource Allocation Working Party (RAWP)
The final RAWP report in 1976 proposed considerable reductions in funding for the four Thames Regions, amongst others, on the basis of a formula, the main feature of which was the use of standard mortality ratios (SMRs) as an index of morbidity, and hence of 'need'. Cogent criticisms of this misuse of the SMR have been made by Barr & Logan (1977) and Forster (1977) . The report, whilst advocating reductions in London NHS funding, recognized the lower UGC funding which was to be partially made up by a SIFT (service increment for teaching) allowance, a calculation which is based on dubious data and assumptions. The basis for the reallocation between Regions was held to be applicable to Areas and Districts, but its implementation at this level-will lead to such anomalies as to be unacceptable. As an example, one teaching area is currently faced with a reduction of £3 000 000 in its 1978 budget with a further £12 500 000 by 1986. This inapplicability of principles at local levels might have led to some doubts about the viability of the formula at national level, but successive Ministers have reaffirmed their attachment to it. It is difficult for someone from a Region which stands to lose most from RAWP, and from a teaching hospital to boot, to criticize the formula without being accused of bias (but see the very critical Report from the Radical Statistics Health Group (1977) who incidentally demonstrate that the published formula is nonsense (!) and could not have been used in the calculations given). As a model for NHS funding, the RAWP formula is not very good. Applied to London, the teaching hospitals would cease to exist in anything like their present form, and it seems that the provincial schools would not do very well either. In practice, SIFT, so called for it is not the SIFT of the RAWP report, has been used to rescue the teaching hospitals from disaster at least temporarily (in 1977 the SIFT allocation for London was about £36 000 000 which is approximately half as much again as the total UGC funding for the London schools). RAWP, unfortunately, does not compare like with likea region with one teaching hospital, for example, with one with fournor does it take into account the multiplicity of factors required to make a reasonable estimate of 'need' -for example, socioeconomic factors, urban deprivation, shifting populations and real morbidityfor the very good reason that adequate data are not available. It does at least demonstrate the real requirement for the sort of data that are needed if sensible planning decisions are to be made at national level.
The real criticisms of RAWP must be of the philosophy that it is possible to derive a formula which reasonably reflects local needs when mechanistically applied from above. Realistic planning should be from the ground up. The RAWP document takes little account of existing capital resources and apparently none of the consequences of applying its formula which renders these resources ineffective.
Of course there are other confusions, as has been pointed out, even in the name the Health Service, when what is really meant is the sickness service. The DHSS is charged with the totality of health and social care, a difficult task when the positive promotion of health embraces socioeconomic factors such as housing, education and employment. The redeployment of resources across the whole of the health care services, including prevention, is fine in principle, but does depend on some knowledge of outcome and costs, neither of which are known. Not, one would hope, that economics are the sole arbiter of these decisions. Nor can one trust the formula of 'the greatest good for the greatest number', lest every minority group be consigned to the grave or at least perdition. Meanwhile, people will go on having heart attacks, cancer, strokes and piles and the like, which need attention. Whilst is is easy to criticize the acute services, which are costly and merely patch up the ills of the nation, neither the ailments nor the need to treat them will go away on say-so. An ageing population with increased expectations is hardly likely to reduce the demands either.
For the London teaching hospitals, the theory of reorganization is gloomy and the practice almost as bad. We have all been cut back and threatened with worse to come. Death by a thousand cuts takes a little longer but is as mortifying as decapitation. The prevailing attitudes of regression to the 'norm', cutting teaching hospitals in general, and in London in particular, 'down to size' is vastly destructive of a major resource. The expressed rationale is in the end economic, but one must seriously question whether the'teaching hospitals' function can be dispersed to something better and at a lower cost. The blueprint for this utopia is not apparent, but the attrition has started.
